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INTRODUCTION
The maltreatment of children by their caretakers is a major public health
issue. Nationally, it is estimated that nearly three million children are maltreated
by their parents annually (NCCAN, 1996), and in 1995 an estimated 1,215
children died from abuse or neglect (Lung & Daro, 1996). Until the 1960s,
violence within families was viewed as a social problem which did not fit into a
public health framework. With the advent of mandatory reporting laws in all
states from 1963 to 1967, the medical, legal, and social service systems joined in
a multidisciplinary effort to provide timely intervention through the detection,
reporting, and treatment of child maltreatment. Since the fundamental goal of
public health is to preserve, promote, and improve health (Last, 1980),
addressing the morbidity and mortality of children as a result of maltreatment by
their caretakers fits this public health model.
The issue of a child’s fight to be protected from abusive parents emerged
in the last part of the nineteenth century. Social reformers used volunteer
agencies, such as the Society for the Prevention of Cruelty to Children, and the
support of law enforcement agencies to intervene at their own discretion in
suspected cases of child abuse (Williams, 1983). Prior to the passage of the
Social Security Act of 1935, when child protection was established as a public
responsibility (DeFrancis, 1974), poor and immigrant families were often targeted
for the majority of child abuse and neglect investigations (Levine, 1992).
After social work became an established profession in the early nineteenth
century, it assumed major professional responsibility as the guardian of child
protection. The medical profession did not enter the arena until the 1940s when
John Caffey (1946), a pediatric radiologist, described the occurrence of long
bone fractures in children with subdural hematomas. The subject of intentional
maltreatment of children by their caretakers was broached in the case studies, but
no definitive statement was made to explain these phenomena.
In 1962, C. Henry Kempe and his colleagues published an article entitled
The Battered Child Syndrome (1962) which contained the most straightforward
discussion to date of child abuse from a medical perspective. This article shifted
the child protection debate from a social class causal model to an indiscriminate
medical condition. Formerly, the roots of child maltreatment were thought to be
linked with poverty, low social class, and immigration. Kempe’s restructuring of
the issue placed professionals, and physicians in particular, in an active role with
the identification and treatment of child maltreatment.
Development of mandated reporting statutes
Kempe’s (1962) article provided the impetus for the federal Children’s
Bureau to develop a model state child abuse and neglect reporting statute to be
used by the states, and was then followed by similar prototypes from the
American Humane Association, the American Medical Association, and the
Council of State Governments. The purpose of the reporting laws was to
identify children who had been physically abused in order to 1) treat their injuries
and 2) prevent further abuse (DeFrancis et al., 1974). Since physicians were in
the unique position of being the first professionals to encounter an injured child,
the model laws would require them to report suspected abuse to social service
agencies. With unprecedented responsiveness, by 1967 every state had passed a
mandatory reporting law for certain categories of professionals to report
suspected cases of child maltreatment to a child protective service.
The reporting laws rested on the supposition that 1) the incidence of child
abuse was rare, and 2) the identification of abuse would provide social service
agencies with the ability to effectively intervene and eliminate the likelihood of
further abuse (Zellman, 1996). As legislation added categories of mandated
reporters, expanded the definition of child maltreatment, and standardized a child
protective bureaucracy, both of these premises were challenged by the increases
in reports of maltreatment.
Although physicians were the primary category of reporters designated
initially by most state laws, other professional categories were added over the
next twenty years. By 1986, nurses, social workers, other mental health
professionals, teachers and school staff had become designated mandated
reporters in almost all states (Fraser, 1986). Along with the increase in reporter
categories came an expanded definition of child maltreatment, which included
neglect, sexual abuse and emotional abuse. The federal government standardized
child protective measures within the states with the passage of the Child Abuse
Prevention and Treatment Act (CAPTA) in 1974. By requiting each state to
establish child abuse reporting and investigation procedures to receive a federal
grant, CAPTA influenced the creation of state Child Protective Services (CPS)
(Pleck, 1987).
The U.S. Surgeon General included the problem of the morbidity and
mortality caused by child abuse and neglect in the national agenda for disease
prevention and health promotion of American children with the release of
Healthy People in 1979. These were translated into measurable objectives in the
report entitled PromotingHealthDisease: Objectivesfor the Nation
(1980) which called for a 25% reduction within the next ten years of injuries and
deaths to children inflicted by abusive parents. The implementation of public
health strategies to approach the issue of child maltreatment followed the
Surgeon General’s initiative. The investigation of surveillance systems, risk
group identification, risk factor exploration, and program implementation and
evaluation has been used to systematically investigate the child maltreatment
epidemic (Mercy & O’Carroll, 1988).
Mandated reporting in Connecticut
Connecticut followed the trend initiated by Kempe’s (1962) article by
passing Public Act No. 580 in February 1965. This law required that a report be
made by any physician or surgeon in the state "who has reasonable cause to
suspect that any child under the age of eighteen.., has had serious physical
injury or injuries inflicted upon him other than by accidental means by a parent or
other person responsible for his care" (Conn Gen Stat , 17-38a). The first change
to this statute was made in 1967 which expanded the list of mandated reporters
to include social workers, nurses, school teachers, and principals. The addition
of these categories of reporters was consistent with the changes that were taking
place nationwide.
Connecticut had already expanded its list of reportable types of
maltreatment by the time CAPTA was passed in 1974. The exclusive reporting
of physical abuse was expanded in 1971 to include neglect and sexual abuse. A
separate category was then added in 1973 to include the mandated reporting of
any child who is "in danger of being abused" (Conn Gen Stat 17a-102). This
expansion of the definition of child maltreatment in Connecticut was also part of
a trend in the United States to move beyond the concept that only physical
manifestations of abuse are deleterious to a child. As of 1996, the mandated
reporting legislation in Connecticut requires a wide range of professional groups,
including any physician or social worker:
who has reasonable cause to suspect or believe that any child
under the age of eighteen has had physical injury or injuries
inflicted upon him by a person responsible for such child’s or
youth’s health, welfare, or care.., or is in a condition which is
the result of maltreatment such as, but not limited to, malnutrition,
sexual abuse, sexual exploitation, deprivation of necessities,
emotional maltreatment, or cruel punishment, or has been
neglected as defined by section 46b-120 or is in danger of
being abused or neglected.., shall report or cause a report to be
made immediately by telephone or otherwise, to the state
commissioner of children and families or his representative, or the
local police department or th state police to be followed within
72 hours by a written report to the commissioner of children and
families, or his representative, the local police department or state
police (Conn Gen Stat 17a- 101).
In spite of numerous revisions and attempts at clarification of what
constitutes abuse in state legislation, as well as federal initiatives (CAPTA,
1974), a clear operational definition of child maltreatment does not exist in
Connecticut or other states (Hutchinson, 1990). While some state legislation is
more specific in its definition of child maltreatment than others, it may be
impossible to adequately describe such a complex phenomenon from a legal
perspective. The conditions which constitute maltreatment are vague and do not
provide mandated reporters with clear signs and symptoms which must be
evident in order for a report to be filed. Child maltreatment is defined in CAPTA
as "the physical or mental injury, sexual abuse, neglect, treatment or
maltreatment of a child under the age of eighteen by a person who is responsible
for the child’s welfare under circumstances which indicate that the child’s health
or welfare is harmed or threatened thereby" (CAPTA, 1974). Recent
categorization attempts have resulted in a division into four categories: physical
abuse, sexual abuse, emotional abuse, and neglect (Wissow, 1995).
Connecticut employs three categories in its definition of reportable forms
of child maltreatment: child abuse, child neglect, and child at risk. Child abuse is
defined broadly to include the physical injury of a person under the age of
eighteen by a caretaker, as well as "malnutrition, sexual abuse, sexual
exploitation, deprivation of necessities, emotional maltreatment or cruel
punishment, or has been neglected" (Conn Gen Stat, V, 17a- 101 (b) and 46b- 120).
Neglect is then further defined as "the denial of proper care and attention,
physically, emotionally or morally" (Conn Gen Stat, 46b-120). Connecticut also
requires the reporting of child at risk, which is "defined as reasonable cause to
believe or suspect a child is in danger of being abused as opposed to belief that
the abuse has actually occurred" (Conn Gen Stat V,17a-102). The "at risk"
category was added in 1973 and represents an attempt to involve mandated
reporters in the prevention as well as the detection of child maltreatment.
Incidence of reporting and reporting sources in the U.S. and Connecticut
Over a twenty year period, the number of children reported nationally for
maltreatment increased from an estimated 669,000 in 1976 (Zellman, 1996) to
3,102,000 in 1995 (Lung & Daro, 1996). The reporting rate for these years
increased from 10 to 46 per 1,000 children. The estimated number of children
confirmed as victims of maltreatment in 1995 was 993,000, or 32% of all
reported cases (Lung & Daro, 1996).
Report data most likely underestimates the actual incidence of child
maltreatment. National estimates indicate that the incidence of child
maltreatment doubled from 1986 to 1993, increasing from 1.4 million to 2.9
million (NCCAN, 1996). Child Protective Service data indicate that a little over
one million children were confirmed cases of abuse and neglect in 1993 (DHHS,
1994), which suggests that nearly two-thirds of maltreated children in the country
are not recognized by Child Protective Services.
In Connecticut from July 1, 1994 to June 30, 1995, the Child Protective
Services within the Department of Children and Families (DCF) received 24,038
reports of child maltreatment involving 37,043 children (DCF, 1995), which
includes 14,614 reports made for children suspected to be at risk for
maltreatment. This represented a 34% increase over the 27,710 children
reported the previous fiscal year (DHHS, 1995). The majority of cases in 1994-
1995 were confirmed as at risk of maltreatment (48.6%), followed by confirmed
neglect (22%), confirmed abuse (11.5%), and unknown (18.1%) (DHHS, 1996).
In Connecticut the reporting rate increased from 26.5 per 1,000 children in 1988-
1989 to 52.1 in 1994-1995 (DCF, 1995).
In 1994 in the United States, educators accounted for the largest
professional source of reports (15.8%), followed by legal and law enforcement
professionals (13%), social service professionals (11.6%) and medical
professionals (11.3%). Child care providers accounted for 1.5% of all reports,
while nonprofessionals, such as relatives, friends and neighbors, parents, victims,
perpetrators as well as anonymous and other reporters accounted for 46.9%
(DHHS, 1996). The respective professional reporting sources for Connecticut in
fiscal year 1995 includes educators (21.4%), medical professionals (18.6%), legal
and law enforcement professionals (15%), social services (7.2%), and child care
providers (less than 0.1%) (DH]-IS, 1996).
Among professional groups, pediatricians and social workers constitute
two important, yet distinct categories of mandated reporters. Pediatricians are
medical professionals who usually see children for the exclusive purpose of
preventing and treating physical ailments. Social workers evolved primarily as
mental health professionals who do not usually treat a child in isolation from
other members of his or her family, school, or community. Thus, a social worker
may be more likely than a pediatrician to suspect child maltreatment through
information gathered from the child’s parents, school or community, whereas a
pediatrician may rely primarily on physical findings when examining a child.
In 1994, medical professionals compared to social service professionals
provided a similar proportion of all reports of child maltreatment (11.3% and
11.6%, respectively) in the United States (DHHS, 1996). During the 1995 fiscal
year in Connecticut, however, medical professionals accounted for a much
greater proportion of all reported cases of child maltreatment than social service
professionals (18.6% vs. 7.2%). In spite of this large difference, physicians in
particular were responsible for reporting only 4% of confirmed abuse cases, 3%
of confirmed neglect cases, and 3% of confirmed at risk cases while social
workers reported 5% of confirmed abuse cases, 6% of confirmed neglect cases
and 6% ofconfirmed at risk cases (Table 2) (DCF, 1995).
Historically, physicians have been identified as the primary professional
group mandated to report suspected child maltreatment, and have been
responsible for reporting as much as 12% of all cases of maltreatment nationwide
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(DHHS, 1986). Possible reasons for this finding include the use of the medical
model as a means of identifying physical abuse of children, the regular and
frequent contact physicians have with children, and the social status of physicians
as experts in detecting physical abuse.
Social workers represent a more recent category of mandated reporters
than physicians. Even though by 1974 all states had mandated physicians to
report child maltreatment, only twenty-five states required social workers to
report (Zellman, 1996). Social workers were added to most state lists of
mandated reporters after CAPTA, and were listed as reporters in all states by
1986. Connecticut had included social workers as mandated reporters in 1967,
only two years ater mandating physicians to report.
By 1966, all states, except Hawaii, required physicians to report
suspected cases of child abuse (Paulsen, 1967). Physicians, and pediatricians in
particular, became the primary detectars and reporters of child maltreatment
within the child protective system. Pediatricians were initially expected to use
general training received at medical school and pediatric residencies to assist
them in the recognition and diagnosis of child maltreatment. The expanded
definition of child maltreatment in most states in 1974 (CAPTA, 1974), along
with increased public attention on child health (Haggerty et al., 1975), prompted
the American Academy of Pediatrics (1978) to evaluate pediatric education. The
task force concluded that pediatricians wanted more training in the area of child
maltreatment.
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Social workers were viewed as important reporting sources as the
definition of child maltreatment expanded beyond the medical model. Social
workers maintained their traditional, roles of working with poor, underserved
populations, as well as providing psychotherapy and counseling for people from
a wide range of socioeconomic backgrounds. Presently, 40% of social worker
professionals are in private practice and functioning as mental health therapists
(Specht, 1994).
Failure to report
Pediatricians and social workers tend to be different in terms of their
suspicion of child maltreatment. While pediatricians tend to work exclusively
with a juvenile population, social workers have a more diverse practice. This
may account for the finding in one study that 18% of social workers had never
suspected child maltreatment compared to 8.4% of pediatricians (Zellman, 1990).
However, another study found that a random sample of social workers were
more likely to indicate that they commonly suspect child sexual abuse (43.2%)
and physical abuse (40%) than physicians (8.9% and 8.8%, respectively) (Tilden
et al., 1994). This may be related to professional work setting, as well as
differing interpretations ofwhat constitutes commonly suspect.
There are also differences in reporting behavior between social workers
and pediatricians. Zellman (1990) found that 30% of pediatricians and 51% of
social workers had not reported all suspected cases of child abuse or neglect
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during their professional career. Given their primary role as mental health
professionals, social workers may also be more likely than physicians to report
non-medical types of maltreatment such as emotional abuse and neglect, as well
as those cases where a child is at risk of abuse. While it may seem that the
reporting of physical and sexual abuse may occur more frequently among
pediatricians compared to social workers because they would have the assistance
of physical and laboratory findings to establish their suspicions, only 42% of
physicians in one study indicated that they would report any child abuse case
which involved sexual activity (James et al., 1978).
Mandated reporters in all professional groups do not consistently report
all suspected cases of maltreatment. Studies of physicians (James, Womack &
Stauss, 1978; Saulsbury & Hayden, 1986; Badger, 1989; Zellman, 1990; Tilden
et al., 1994), and social workers (Swoboda et al., 1978; Zellman, 1990; Tilden et
al., 1994), as well as psychologists (Brosig & Kalichman, 1992; Kalichman &
Brosig, 1993), educators (Abrahams, Casey & Daro, 1992; Tite, 1993;
Crenshaw, Crenshaw & Lichtenberg, 1995) and dentists (Becker, Needleman &
Kotelchuck, 1978; Kassebaum, Dove & Cottone, 1991; Saxe & McCourt, 1991;
Von Burg et al., 1993; McDowell, Kassebaum & Fryer, 1994), indicate that
reporting practices of mandated reporters are inconsistent. Studies show that a
substantial proportion of mandated reporters within certain reporting groups do
not report all cases of suspected child maltreatment to CPS (Table 1)
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Zellman (1990) has proposed three broad reasons why mandated
reporters fail to report suspected cases of child maltreatment. These include 1)
insufficient evidence or lack of certainty that abuse had occurred; 2) concern of
the negative impact that reporting will have on one’s professional practice; and 3)
a belief that the situation could be handled better without the intervention of
CPS.
Insufficient evidence and lack of certainty
Zellman (1990) found that 64% of pediatricians and 50% of social
workers who failed to report all suspected cases cited insufficient evidence as a
major reason and 36% of both groups did not report if they believed that the
abuse or neglect was not serious enough. Between 21% and 93% of physicians
in other studies (Morris, Johnson & Clasen, 1985; Saulsbury & Hayden, 1986;
Badger, 1989) indicated that they would be reluctant to make a report if they
were not certain that abuse had occurred.
Since it was passed .in 1965, the Connecticut statute mandating the
reporting of child maltreatment has required that a report be made when there is
"reasonable cause to suspect or believe" that maltreatment has occurred. This is
problematic when attempting to standardize the behavior of mandated reporters,
since reporters must interpret for themselves what constitutes "reasonable
cause." The difficulty reporters face when determining this may account for the
large proportion who indicate that they have failed to report suspected cases of
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maltreatment because of insufficient evidence or uncertainty over whether or not
abuse has occurred (Zellman, 1990; Morris, Johnson & Clasen, 1985; Saulsbury
& Hayden, 1986; Badger, 1989). Mandated reporters are provided no recourse
in the Connecticut reporting statute to obtain consultation when deciding the
conditions which constitute "reasonable cause."
When deciding to report a suspected case of maltreatment, a reporter
uses his or her own discretion as to whether they will use a "strict" standard or a
"lenient" standard of suspicion (Kalichman, 1993). A reporter is lett to his or her
own devices (and terminology) to decide if a report will be made when one has
an "inkling" that abuse has occurred, or "a little more than a hunch," or "if the
word child abuse ever goes into your mind even if it goes fight out" (Deisz et al.,
1996). Reporters who fail to report suspected cases of maltreatment may be
using a higher threshold of"reasonable cause" than those who have reported all
of their suspicions. Without standardization in the definition of abuse or the
conditions which mandate reporting, it is not surprising that confusion exists
among mandated reporters regarding what constitutes reasonable cause or
sufficient evidence to report maltreatment.
The reporting behavior of mandated reporters varies according to the
type of abuse which is suspected (Saulsbury & Campbell, 1985), as well as the
occurrence of specific and salient signs of maltreatment (Finlayson & Koocher,
1991). High reporting rates for suspected physical and sexual abuse may be a
result of the perceived seriousness among mandated reporters of these types of
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abuse. Emotional abuse, neglect and at risk of abuse may not be considered to be
as serious as physical and sexual abuse, or reporters may have greater difficulty
determining what constitutes abuse within these categories.
A trained expert is not available within most CPS systems to assist
reporters in determining what constitutes reportable maltreatment. Most CPS
intake staff do not have advanced degrees and many may not have extensive
practical experience or training in the detection of child maltreatment (Zellman
and Antler, 1990). The communication problems between mandated reporters
and CPS intake workers are exacerbated in those states (including Connecticut)
which have a central reporting mechanism. The intake worker who receives
these calls often serves the administrative function of recording information and
forwarding it to the supervisor of a district office. This precludes the utilization
of trained intake workers to provide .case specific advice in those cases where a
mandated reporter is uncertain whether maltreatment has actually occurred.
Negative impact on professional practice
Even when mandated reporters have higher degrees of certainty and
sufficient evidence that maltreatment has occurred, they still may not report all
suspected cases due to a concern over the negative impact that reporting will
have on their practice (Bailey, 1982). Such concerns include an unwillingness to
become involved in the legal system (Badger, 1989; Zellman, 1990), reluctance
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to confront the family (Badger, 1989), and unwillingness to breach confidentiality
through the reporting process (Butz, 1985; Watson & Levine, 1989).
For reporters who are concerned about their practice or ethical concerns
over breaching confidentiality, reluctance to report may be rooted in their
unwillingness to divulge the name of their patient or client without having a
considerable degree of certainty that maltreatment has actually occurred.
Zellman (1990) found that 6% of a random sample of mandated reporters who
never reported a suspected case of maltreatment tended to work exclusively in
private practice and were most concerned about lost time and lost patients as a
result of reporting.
Situation handled better without CPS
In one study, fewer than 40% of physicians and 59% of social workers
indicated that making a report to CPS would be their most frequently selected
intervention when suspecting child maltreatment (Tilden, 1994). The belief
among mandated reporters that a case of suspected maltreatment could be
handled better without CPS intervention is supported in Zellman’s (1990) study
which shows that pediatricians and social workers who have not reported all
suspected cases indicate that they could help the child better themselves (18%
and 29%, respectively) or they believed CPS services are of poor quality (11%
and 23%, respectively).
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Nearly half of pediatricians responding to a mail survey indicated that
they could not expect prompt action from the state (Badger, 1989), and 30% of
physicians from another mail survey stated that they could work with the family
to solve the problem without outside intervention (Saulsbury & Campbell, 1985).
Another study of physicians showed that two-thirds believed that reporting
would be harmful to the family or that the problem could be better handled
without outside intervention (James et al., 1978).
Considerable attention has focused on weaknesses within the child
protective system. These include an average substantiation rate of only 32% of
all children reported to CPS nationwide for child maltreatment (Lung & Daro,
1996); the investigation of 500,000 families annually for reports that are not
substantiated (Besharov, 1988); the inability of CPS to adequately protect
children referred for maltreatment evidenced by the fact that nearly half the
children who are killed by their caretaker are known to CPS (Lung & Daro,
1996); the possibility that a child may be unnecessarily or prematurely removed
from the Caretaker’s home; and the inability of CPS to provide sufficient or
effective services to families to prevent future incidence of abuse (Kamerman &
Kahn, 1990). Given this situation, mandated reporters may feel disconnected
from a system which they .believe does not adequately respond to the needs of
maltreated children.
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The effect of mandated reporting policy support on reporting behavior
There are a number of different independent variables which must be
considered when attempting to explain the reporting behavior of mandated
reporters. Warner and Hansen (1993) describe three major elements in the
identification and reporting of child abuse by physicians, including case variables,
professional variables, and setting variables. Case variables (e.g., age. gender,
ethnicity and socioeconomic status of the child, severity and type of
maltreatment, parental explanations of injury) relate specifically to the child and
family. Professional variables (e.g., profession, specialty, gender, age, amount of
training, years since last training, parental status, views on child discipline,
experience with a pediatric population, and perceived consequences of reporting)
relate to the mandated reporter. The setting variables include such factors as
type of practice and size of community.
Noticeably absent from Warner and Hansen’s (1993) discussion of
professional variables which may impact the identification and reporting of child
maltreatment are perceptions and attitudes reporters may have towards existing
legislation which mandates reporters to report all suspected cases of
maltreatment. Under penalty of law, categories of-professionals in all states must
report all suspected cases of abuse. There are no studies which ask mandated
reporters to indicate their level of support for this type of legislation, nor are
mandated reporters asked to indicate their support or provide suggestions for
alternative policies.
19
There have been studies which have attempted to investigate the role of
mandated reporting legislation on the reporting behavior of mandated reporters.
A change in the infectious disease mandated reporting law in New South Wales,
Australia in 1991, for example, resulted in an increase in the proportion of
physicians who considered notification to be very important, but did not lead to a
significant increase in self-reported notification (Bek et al., 1994). This study did
not, however, obtain information related directly to physicians’ attitudes towards
the change in the legislation.
In another study, Webberley (1985) attempted to determine the effect of a
hypothetical mandatory reporting law in Victoria, Australia on professionals’
reporting behavior. At the time of the study, a mandatory reporting law existed
in South Australia and Tasmania, but not in Victoria. A sample of 221 health,
education, welfare, and police professionals who had worked with a specific
validated abuse or neglect case over the last year were asked if they would have
handled the case any differently if a mandatory reporting law had existed at the
time. Only 7% (n=16) indicated that they would have done something
differently. These differences included reporting the case earlier, making an
official report to the Children’s Protection Society rather than just seeking
consultation, or to call the Children’s Protection Society themselves rather than
encouraging the family to do this.
Comparing the level of support which mandated, reporters have for the
existing reporting policy and comparing this to reporting behavior would provide
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policy analysts with an indication of how level of support for policy directly
effects reporting behavior. Mandated reporter opinions and attitudes towards an
alternative policy which address some of the reasons professionals fail to report
(e.g., definition of maltreatment is too broad, lack of certainty over what
constitutes maltreatment, and reluctance to make an official report without
having sufficient evidence) would provide useful information with respect to
possible options for policy change.
While the definition of child maltreatment was being considered during
the development of CAPTA, recommendations had been made to actually limit
the reportable forms of maltreatment (Sussman & Cohen, 1975). By narrowing
the definition of what constitutes reportable child maltreatment, the incidence of
reporting is likely to decrease (Kalichman & Brosig, 1992). This alone will have
a threefold benefit for: 1) the mandated reporter, who would only be obligated to
report cases which meet a stricter definition of maltreatment, 2) CPS, by not
overloading the system with reports that would have likely not been
substantiated, and 3) families, by not invading homes where no maltreatment has
occurred.
Simply limiting the definition of maltreatment would not address concern
about a mandated reporter’s uncertainty regarding "reasonable cause," however.
The availability of a legally sanctioned specialist to assist in the decision to report
those types of maltreatment which would be considered less severe (e.g.,
emotional abuse, minor physical abuse, neglect, and at risk of abuse) would
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address this issue. It would also provide reporters with an opportunity for
specialized consultation without the obligation of a report, thereby eliminating
concerns of confidentiality and harm to a family caused by an unsubstantiated
investigation.
A hypothetical "discretionary reporting" model was proposed by
Finkelhor and Zellman (1991) based on prior research (Zellman, 1990) which
suggested that reporters who fail to report suspected cases of maltreatment do so
because they believe that a report would compromise the best interest of the child
by referring them to an overloaded child protective system. This model would
allow qualified professionals to obtain "registered reporter" status which would
then permit them to defer a report until a later time or to make a report in
confidence and allow them an opportunity to work with the family and/or gather
more evidence of abuse. The policy would allow reporters to provide a first-
order level of screening, reduce the CPS caseload, and enable reporters to work
directly with families to prevent further episodes of maltreatment.
This discretionary reporting model proposed by Finkelhor and Zellman
(1991) was presented along with two other alternative models and the existing
mandatory reporting policy to CPS agencies nationwide to determine their
preferences (Crenshaw et al., 1994). Forty-three of the forty-four agencies
responding indicated a moderate or strong level of support for the existing
policy, and only one indicated no support. Only ten agencies indicated that they
had a moderate level or some level of support for the discretionary reporting
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model, and thirty-four did not support it at all. The authors note that this study
most likely reports the preferences of those persons within CPS who directly
supervise state reporting policy and compliance. While this study describes the
attitudes of CPS administrative staff, the opinions and preferences of mandated
reporters may not be parallel.
This study attempts to investigate the relationship between policy support
and reporting practice. The hypothesis is that mandated reporters in Connecticut
who report all suspected cases of child maltreatment to the Child Protective
Services are more likely to support the state’s existing mandated reporting policy
(i.e., be existing policy supporters) than those who do not report all of their
suspected cases to CPS. This is based on the hypothesis that consistent reporters
are satisfied with the present policy and feel that there is less of a need for a
limited definition of reportable abuse or outside consultation than those who do
not report all of their suspected cases. Similarly, mandated reporters who do not
report all suspected cases of child maltreatment to the Child Protective Services
are more likely to support a policy which is different from the present policy and
provides a more limited definition of abuse and the opportunity to receive
consultation on cases (i.e., be alternative policy supporters) than those who do
report all suspected cases.
METHODS
The data presented in this paper was collected as part of the 1996 Survey
of Child Maltreatment Reporting Practices in Connecticut. The study was
conducted from April to September 1996 by the Department of Community
Medicine and Health Care at the University of Connecticut Health Center and the
Massachusetts Society for the Prevention of Cruelty to Children. Dr. Gary King
was the principal investigator of the project and Drs. Robert Reece and Robert
Bendel were co-investigators. Institutional Review Board approval was granted
by the University of Connecticut Health Center (#96-083).
Instrumentation and pretests
After conducting an extensive literature review and contacting
researchers with previous experience in the field, a three-page double-sided
questionnaire was constructed to obtain information on child maltreatment
reporting practices and attitudes of pediatricians and social workers in
Connecticut. Individual focus interviews were conducted with seven
pediatricians and six social workers from central Connecticut who completed the
initial draft of the instrument and provided comments and feedback. The revised
instrument was then pretested using a convenience sample of ten pediatricians
and ten social workers whose names were obtained through local telephone
directories. Initial contacts were made directly with the social workers and
indirectly with the pediatricians through their receptionists to verify addresses
23
24
and alert them to the purpose of the study. The mailing consisted of the
questionnaire, cover letter, and a self-addressed stamped return envelope.
Throughout an eight-week period, questionnaires were returned by 60% (n=6) of
each group. Follow-up phone calls were made at two and four-week intervals.
Most social workers were contacted directly, and messages were left with
receptionists at most pediatricians’ offices.
A second pretest was conducted using a random sample of seven social
workers and eight pediatricians chosen from lists of licensed professionals
provided by the Connecticut Department of Public Health. The protocol used
was.similar to the first pretest. Over a five-week period, 83% (n=5) of eligible
social workers and 38% (n=3) of pediatricians returned questionnaires. The 83%
response rate from this small randomly selected sample of social workers is
similar to the overall response rate of 84% obtained from social workers in the
final survey.
Final sample
After a twelve-week period of pretesting the instrument, a total of 561
social workers, pediatricians, and physician assistants from Connecticut and
Massachusetts were randomly sampled from lists of state certified professionals
provided by the Connecticut Department of Public Health and the Massachusetts
Board of Registration in Medicine, as well as professional groups of social
workers and physician assistants. An Overall adjusted response rate of 76% was
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attained for the entire group, with higher rates for social workers (84%) than
either physician assistants (74%), Connecticut pediatricians (72%) or
Massachusetts pediatricians (72%). The final sample included 119 Connecticut
social workers, 81 Connecticut pediatricians, 81 Massachusetts pediatricians, and
101 Connecticut physician assistants.
In this thesis, Connecticut pediatricians and social workers were the only
groups selected for the analysis because of their experience with mandated
reporting in Connecticut (pediatricians since 1965 and social workers since
1967), yet distinct professional roles (pediatricians as medical professionals and
social workers as social service and mental health professionals). Physician
assistants were excluded from the analysis because they represent a recent
category of mandated reporters, and often do not act independently when
reporting suspected cases of maltreatment. Massachusetts pediatricians were
excluded since only Connecticut’s mandated reporting policy was considered in
this thesis.
In April 1996, 250 questionnaires were mailed to a random sample of
pediatricians (n=125) and social workers (n=125). The social workers were
randomly selected from a list of 2,739 social workers and the pediatricians were
randomly selected from a list of 842 pediatricians provided by the Connecticut
Department of Public Health. All of the social workers and pediatricians were
licensed and residing in Connecticut as ofJanuary 9, 1996.
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Since 18% of the sample group of 125 social workers were ineligible due
to retirement, nonpracticing, or relocation out of state, a supplemental group of
self-described child and family specialist social workers were selected. In June
1996, questionnaires were mailed to 40 randomly selected members of the
Connecticut Chapter of National Association of Social Workers (n=626), all of
whom were both licensed and residing in Connecticut as of January 23, 1996.
The second group of social workers were chosen primarily to increase the
number of social workers in the sample with a child and family specialty.
An overall response rate of 78% included the general group of social
workers (86%), child and family specialist social workers (77%), and
pediatricians (72%) (Table 3). These response rates exceed those which are
reported in other studies of mandated reporters (Table 1). Differences in
response rates between social workers and physicians may have been a result of a
greater likelitrood of speaking directly with a social worker during follow-up
phone calls, and the belief that pediatricians tend to receive more mail surveys
than social workers and may be less willing to complete and return the
questionnaire.
Follow-up
The general group of social workers and pediatricians received three
follow-up phone calls and questionnaires between two and twelve weeks after the
initial mailing. Nonresponding social workers received a two-week follow-up
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phone call followed by a second mailing of the questionnaire, a four-week
follow-up phone call followed by a mailing of a third questionnaire to those who
requested it, and a seven-week follow-up which preceded a fourth mailing of the
questionnaire. Nonresponding pediatricians received the same follow-up phone
calls and questionnaires at three, seven, and twelve-week intervals. The sample
of child and family specialist social workers received follow-up phone calls and
questionnaires at four and seven-week intervals.
Response patterns was similar for pediatricians and the first group of
social workers, but varied for the group of child and family specialist social
workers (Figure 1). Of all who eventually responded, a greater proportion of the
first group of social workers (51%) than pediatricians (42%) or child and family
social workers (27%) had done so within two weeks of the initial mailing, and
nearly all responses were received within twelve weeks for all three groups.
Whenever possible, personal contacts were made as part of each follow-
up. When this was not possible, messages were left on answering machines, or
with answering services, family members, or receptionists. Social workers were
usually contacted at home and most pediatricians were called at their offices.
Direct contact with the survey participant was usually difficult, even when calling
in the evening or weekend at the participant’s home.
During the first follow-up, only 10% (n=8) of the 77 social workers who
had not returned the questionnaire were reached directly by phone. Thirty-one
percent (n=24) had unlisted or nonpublished telephone numbers, 8% (n=6) did
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not answer the telephone, and 6% (n=5) were lett messages with someone in
their household. The majority (47%, n=36) had answering machines and were
let messages asking them to kindly complete the questionnaire and return it. In
case the questionnaire had not been received or was misplaced, the participants
were told that they would be receiving another questionnaire within the next
week. Initial follow-up attempts with child and family specialist social workers
yielded similar results with messages being lett on answering machines for the
majority (70%, n=19). Direct contact was made with 15% (n=4) of this group,
and the other 15% (n=4) had unlisted or nonpublished telephone numbers.
Pediatricians were a more challenging group to contact than social
workers since professional protocol prohibited direct contact with this group at
their offices, thereby necessitating that a message be left with a receptionist.
Whenever possible, attempts were made to obtain the name of the receptionist or
office manager in order to personalize requests for the pediatricians to return the
questionnaire. All initial follow-up phone calls to the 81 pediatricians who had
not returned the questionnaire were made to their offices. Messages were usually
left with receptionists asking them to expect another questionnaire, and in most
cases, addressing it to the attention of the receptionist. This was done as an
attempt to coax the receptionist to make a greater commitment to reminding the
pediatrician to complete and return the questionnaire.
The high response rate attained in this study can be attributed to the
intensive follow-up subsequent to the initial mailing of the questionnaire.
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Nonresponding participants received up to four separate mailings of the
questionnaire with most receiving at least three. The nonresponders also
received between two and three telephone calls at their home or office over a
twelve-week period. A higher response rate may have been attained if telephone
numbers had been available for all participants. A combination of frequent mail
and telephone contacts may have been the difference between this study and
others, thereby resulting in a substantially higher response rate.
RESULTS
Demographic data
Respondents included more social workers (60%) than pediatricians
(40%). There were slightly more women (54%) than men (46%). As presented
in Table 4, the average age was 47.7 years and the majority were at least 40 years
old (81%). Eighty-two percent of the respondents were parents. Forty percent
of the respondents had twenty or more years of experience in their profession,
with an overall mean of 17.6 years. One-quarter of the respondents spent most
of their time working in individual practice, 28% in group practice, 15% in a
hospital or hospital-based clinic, and 30% in a social service agency or school.
Only 12% of respondents indicated that they had never been trained in the
identification of child maltreatment, with most reporting that they had received
training within the past two years (43%) or since graduate or medical school but
more than two years ago (31%). Most respondents (62%) indicated that the
majority oftheir patients or clients were under 18 years old.
There were statistically significant differences between pediatricians and
social workers with respect to gender, years of experience, age of patients or
clients, parental status, and primary work setting (Table 4). Pediatricians were
significantly more likely than social workers to be male (72% vs. 28%, p < .001),
work in a group practice (53% vs. 11%, p < .001), have a majority Of patients
who were under 18 years old (61% vs. 4%, p < .001)), be a parent (92% vs.
75%, p < .01), and have twenty or more years of experience (61% vs. 27%, p <
30
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.001). The mean age did not differ significantly between social workers and
pediatricians (47 years old vs. 48.7 years old, respectively), however, social
workers had significantly (p < .001) fewer average years of experience (14.6)
compared to pediatricians (22.3).
Attitudes towards reporting policy
The primary independent variables used in the analyses to explain
reporting behavior included: 1) level of support for the existing mandatory
reporting policy in Connecticut; and 2) level of support for an alternative
reporting policy developed by the author. Respondents indicated their level of
support using a five point Likert scale of reject, strongly reject, neither support
nor reject, support, and strongly support. The distribution of responses to these
independent variables is presented in Table 5.
Those who rejected or strongly rejected the present policy were
categorized as existing policy rejecters and those who supported or strongly
supported the existing policy were categorized as existing policy supporters.
The remainder were categorized as neutral towards the existing policy. Those
who rejected or strongly rejected the alternative policy were categorized as
alternative policy rejecters and those who supported or strongly supported the
alternative policy were categorized as alternative policy supporters. The
remainder were categorized as neutral towards the alternative policy. It is
important to note that respondents did not indicate their policy preference, but
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rather indicated their level of support independently for both the existing and
alternative policies.
Respondents were asked to indicate their level of support for each of the
following models for reporting child maltreatment by mandated reporters in
Connecticut. These policies were stated as such:
Existing Policy
All mandated reporters must immediately report by telephone all
cases of suspected child maltreatment to the Child Protective
Services to be followed within 72 hours by a written report. CPS
may disclose to mandated reporters the final status of the report
following the investigation and any services arranged or provided
by the department to protect the child from further abuse.
Alternative Policy
All mandated reporters would immediately report by telephone
only certain types of suspected maltreatment (i.e., sexual abuse,
serious physical abuse, or maltreatment which places the child in
imminent danger) to Child Protective Services to be followed
within 72 hours by a written report. In less severe cases of
suspected maltreatment (i.e., minor physical abuse, neglect,
emotional abuse, or at risk situations), the mandated reporter may
report the suspected case to CPS or consult a Critical Intervention
Specialist which would operated independently from CPS. The
Critical Intervention Specialist and mandated reporter would work
together to determine a strategy to deal with the case and decide if
the case should be reported to CPS.
Overall, 64% of respondents were existing policy supporters and 15%
were existing policy rejecters (Table 5). Twenty-one percent of respondents
indicated that they were neutral towards the existing policy. A greater
proportion of pediatricians were existing policy supporters compared to social
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workers (68% vs. 61%), and a greater proportion of social workers were existing
policy rejecters compared to pediatricians (20% vs. 9%), but the finding was not
statistically significant (Figure 3). Using the five-point scale ranging from
strongly reject (coded as 1) to strongly support (coded as 5), the overall level of
support for the existing policy was 3.67, and was slightly higher for pediatricians
(3.73) compared to social workers (3.62), though this difference was not
statistically significant (Table 6).
However, there were significant differences in the level of support for the
existing policy and age, primary work setting, and parental status (Table 6).
Respondents under 40 years old (4.00) were significantly more likely (p < .05) to
support the existing policy than those between 40-49 (3.72) and those 50 years
old or older (3.44). Respondents in hospital settings (3.96) were more likely (p
.06) to support the existing policy than those primarily in group practice (3.75),
individual practice (3.34), or those who work in a school or social service agency
(3.72). After controlling for professional status, this finding was significant for
social workers (p < .05), but not for pediatricians. Those who were not parents
(4.03) were also more likely (p < .05) to support the existing policy than those
who were parents (3.59). This finding was significant, as well, for social workers
(p < .05), but not for pediatricians.
The alternative policy was also supported or strongly supported by a
majority of respondents (Table 5). Alternative policy supporters accounted for
57% of respondents compared to one-quarter who were alternative policy
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rejecters. Unlike differences in attitudes towards the existing policy, social
workers were more likely than pediatricians to be alternative policy supporters
(61% vs. 52%), and slightly less likely to be alternative policy rejecters (27% vs.
30%), but this finding was also nonsignificant (Figure 3). The mean level of
support for the alternative policy was 3.50, which was higher for social workers
(3.61) compared to pediatricians (3.34), though not statistically significant (Table
7). The only statistically significant demographic predictor (p < .05) of support
for the alternative policy was having a majority of patients or clients who were 18
years or older.
When asked specifically about the effectiveness of CPS in their
community, half of the respondents (53% of social workers and 47% of
pediatricians) indicated that they did not agree that CPS did an adequate job of
protecting children in their community from maltreatment (Table 5). Only 20%
(17% of social workers and 23% of pediatricians) agreed with this statement and
30% ofboth social workers and pediatricians neither agreed or disagreed. When
asked to indicate reasons why they may be reluctant to report a suspected case of
maltreatment, 42% (44% of social workers and 38% of pediatricians) stated that
the ineffectiveness of CPS intervention would be an important reason.
Child maltreatment reporting
Seventy-eight percent (n=155) of the respondents indicated that they had
suspected at least one case of child maltreatment within their professional career.
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Among this group, 96% indicated that they had made at least one report during
their career. Forty-one percent of this group indicated that they had reported
every suspected case of maltreatment throughout their professional career. Thus,
the majority of respondents who suspected child maltreatment did not
consistently report all suspected cases to CPS throughout their professional
career.
Fitly-eight percent (n 116) of the respondents had suspected at least one
case of child maltreatment within the past year, and 89% of this group had made
at least one report to CPS. Forty-four percent of this group indicated that they
had reported every suspected case of maltreatment throughout the past year. As
in the case for career reporting, the majority of respondents who suspected child
maltreatment during the past year did not consistently report all suspected cases
to CPS.2
More than half of the respondents (n=103) indicated that they had
suspected at least one case of child maltreatment during the past year and at least
one case throughout their professional career. Sixteen percent of respondents
Respondents who indicated that they suspected and reported the same number of cases were
classified as reporting all cases. Respondents who indicated that they suspected more cases
than they reported were classified as not reporting all cases. Those who answered neither or
only one of the questions were classified as missing. Those who indicated that they reported no
cases, but did not indicate how many they suspected were also classified as missing.
2 Past year reporting was measured by summing answers to specific questions regarding
emotional abuse, physical abuse, sexual abuse, neglect, and at risk of abuse and then dividing
the total number of cases reported by the total number of cases suspected. If a respondent failed
to provide both the number of suspected and reported cases for any specific category, the entire
category was not part of the sum for the past year reporting variable. This was done to insure
that the sum of reported and suspected cases reflected the actual proportion of suspected cases
which were reported.
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(n=32) either did not suspect any cases of child maltreatment during the past year
or their career or did not provide information to all or part of the questions.
Another 7% (n=13) suspected maltreatment during the past year, but did not
provide all or part of the information for career reporting. A little more than
one-quarter (n=52) suspected child maltreatment throughout their career, but
indicated that they did not suspect maltreatment during the past year or did not
answer the question. There were no statistically significant differences between
these groups with respect to either past year or career reporting.
Reporting practice over the past year also varied according to the type of
maltreatment which was suspected. Respondents were much more likely to
report all suspected cases of physical abuse (80%) and sexual abuse (69%) than
either neglect (47%), emotional abuse (28%) or at risk of abuse (37%). These
differences were statistically significant between past year reporting of physical
abuse and neglect (p < .001), physical abuse and at risk (p < .05), sexual abuse
and neglect (p < .001), and sexual abuse and emotional abuse (p < .01).
The differences in reporting behavior between social workers and
pediatricians is described in Table 8. Pediatricians were significantly more likely
than social workers (50% vs. 35%, p .05) to report all suspected cases of child
maltreatment throughout their professional career (Figure 2). However, social
workers were slightly more likely than pediatricians to report all suspected cases
within the past year (47% vs. 40%), although the finding was not statistically
significant. Within the past year, social workers were more than twice as likely
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as pediatricians (48% vs. 20%, p < .05) to report all suspected at risk of abuse
cases. Although not statistically significant, social workers were also more likely
than pediatricians over the past year to report all cases of physical abuse, neglect,
and emotional abuse, while the reverse was true for sexual abuse.
As expected there was a strong and statistically significant correlation (R
0.32, p < .001) between those respondents who reported all suspected cases
throughout the past year and those who reported all cases throughout their
career. Those respondents who reported all of their cases during the past year
were significantly more likely to have reported all suspected cases throughout
their career than those who did not report all suspected cases in the past year
(78% vs. 39%, p <.001).3
Existing reporting policy
A correlation of level of support for the existing policy (using the five
point Likert scale ranging from 1-5) and the proportion of suspected cases of
maltreatment reported (categorized as a continuous reporting variable of
proportion of suspected cases reported) using the Pearson R revealed a
significant positive correlation for career reporting (R =. 19, p < .05), overall past
year reporting (R .33, p < .001), and past year reporting of suspected sexual
3 Surprisingly, 13% of the respondents indicated that they did not report all of their cases
throughout the past year, but that they had reported all suspected cases throughout their
professional career. This finding raises questions regarding the understanding of the question
or verity of the respondents. In spite of the problems with logic, the respondents who provided
a contradictory answer were included in the analysis, since the question can only indicate a
professional’s perception of his or her reporting behavior.
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abuse (R .43, p < .01), suspected physical abuse (R .22, p .06), suspected
neglect (R .26, p < .05), and suspected at risk of abuse (R .29, p < .05)
(Table 9). As level of support for the existing policy increased, the proportion of
suspected cases reported also increased. These correlations remained significant
and positive for social workers, but not for pediatricians.
A means test for analysis of variance was then conducted for level of
support for the existing policy (using a five point scale) and reporting of
suspected maltreatment (dichotomously categorized as "report all suspected
cases" and "do not report all suspected cases"). The analysis revealed that those
who reported all suspected cases of maltreatment during the past year (p < .01),
including past year reporting of sexual abuse (p < .01), physical abuse (p .07),
and neglect (p .06) had higher levels of support for the existing reporting policy
than those who did not report all of their cases (Table 10). After controlling for
professional status these findings remained significant for social workers, but not
for pediatricians. The independent analysis of social workers also revealed a
significantly (p < .05) higher level of support for the existing policy among those
who reported all suspected cases of at risk of abuse in the past year than those
who did not.
Bivariate analysis using the chi-square statistic was conducted to compare
level of support for the existing reporting policy (using a collapsed three point
scale) and reporting of suspected maltreatment (dichotomously categorized as
"report all suspected cases" and "do not report all suspected cases") (Table 11).
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Three-quarters of existing policy supporters reported all cases of suspected
maltreatment throughout the past year compared to 61% of existing policy
supporters who did not report all of their cases (p .07) (Figure 4). Conversely,
more than three times the proportion who did not report all suspected cases
throughout the past year compared to those who did report all suspected cases in
the past year (22% vs. 6%, p .07) were existing policy rejecters (Figure 4).
Bivariate analysis using the chi-square statistic also revealed that support
and rejection of the existing policy were significantly related to sexual abuse and
physical abuse. During the past year, 72% of existing policy supporters reported
all cases of suspected physical abuse compared to 60% of existing policy
supporters who did not report all of their cases ( p < .05). One-third of existing
policy rejecters did not report all suspected cases of physical abuse during the
past year compared to 9% of existing policy rejecters who reported all of their
suspected cases (p < .05).
Three-quarters of those who reported all suspected sexual abuse cases
during the past year compared to a little more than one-half who did not were
existing policy supporters (p < .05)6. More than five times the proportion of
those who did not report all of their cases compared to those who did report all
4 Since appropriate interpretation of the p value for the chi-square statistic requires an eted
frequency of at least 5 cases in each cell, the p-value reported here may not be accurate do to an
expected cell frequency of less than 5.
5 See footnote 4.
6 See footnote 4.
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cases of sexual abuse during the past year were existing policy rejecters (37% vs.
7%, p < .05)7.
Alternative reporting policy
A correlation of level of support for the alternative policy (using a five
point scale) and the proportion of suspected cases of maltreatment reported
(categorized as a continuous reporting variable of proportion of suspected cases
reported) using the Pearson correlation coefficient revealed a significant negative
correlation for career reporting (R -.28, p < .001), overall past year reporting
(R -.21, p < .05), and past year reporting of suspected sexual abuse (R -.45,
p < .01), and emotional abuse (R =-.28, p < .05) (Table 12). As level of support
for the existing policy increased, the proportion of suspected cases reported
decreased. These correlations remained significant and negative for social
workers, but not for pediatricians. There wgs also a significant negative
correlation (R -.52, p < .01) for social workers for level of support for the
alternative policy and past year reporting of at risk of abuse.
A means test for analysis of variance was then conducted for level of
support for the existing policy (using the five point scale) and reporting of
suspected maltreatment (dichotomously categorized as "report all suspected
cases" and "do not report all suspected cases"). The analysis revealed that those
who reported all suspected cases of maltreatment throughout their career (p <
See footnote 4.
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001), including past year reporting of sexual abuse (p < .001), and emotional
abuse (p < .05) had significantly lower levels of support for the alternative
reporting policy than those who did not report all of their cases (Table 13). After
controlling for professional status these findings remained significant for social
workers, but not for pediatricians.
Bivariate analysis using the chi-square statistic was conducted to compare
level of support for the alternative reporting policy (using a collapsed three point
scale) and reporting of suspected maltreatment (dichotomously categorized as
"report all suspected cases" and "do not report all suspected cases") (Table 14).
A statistically significant difference (p < .001) between those who reported all of
their suspected cases throughout their professional career compared to those who
did not existed at each level of support for the alternative policy (Figure 5).
Nearly twice the proportion of those who did not report all of their cases
throughout their career were alternative policy supporters compared to those
who reported all of their cases (77% vs. 39%). More than twice the proportion
of those who reported all suspected cases throughout their career compared to
those who did not report all suspected cases were alternative policy rejecters
(40% vs. 18%).
Bivariate analysis using the chi-square statistic revealed that the only
significant difference between those who report all suspected cases and those
who do not for specific types of maltreatment over the past year with respect to
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support for the alternative policy was for sexual abuse (p < .01)s. Nearly all of
those who did not report all suspected cases of sexual abuse during the past year
were alternative policy supporters (94%) compared to only half of those who
reported all cases of sexual abuse.
Multivariate Analysis
Logistic regression models were constructed to explain the effects of
existing and alternative policy support on past year reporting and career reporting
to CPS of suspected cases of child maltreatment while controlling for
demographic’variables. The demographic variables included in both models were
professional status, age, and primary work setting.
Professional status was included in the logistic regression model to
account for differences between social workers and pediatricians. Because
gender and age of patients were highly correlated with professional status (R
.43 and .61, respectively, p < .001), these variables were not included in the
logistic regression model. Years of experience and parental status were not
included since they were highly correlated with age CR .73 and .3 5, p < .001).
Since amount of training and years since last training were not significantly
related to reporting behavior in this sample, tlese variables were excluded from
the logistic regression model, as well.
s See footnote 4.
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The only significant unadjusted demographic variable was professional
status (Table 15). In the unadjusted analysis, pediatricians were 1.9 times more
likely (95% CI 1.0,3.6; p .05) to report all cases of child maltreatment
throughout their career than social workers. In the logistic regression analyses,
there were no significant demographic predictors of past year or career reporting.
Support for the existing reporting policy was significantly associated with
past year reporting of suspected cases (Table 16). Existing policy supporters and
those who neither rejected nor supported the present policy were respectively 5.2
(95% CI 1.0,26.1; p < .05) and 5.5 times (95% CI 1.4,22.1; p < .05) more
likely to report all suspected cases during the past year than present policy
rejecters. Support of the proposed alternative policy was a significant .negative
predictor of reporting throughout one’s professional career (Table 17).
Aitemative policy supporters were 80% less likely (95% CI 0.09,0.47; p <
.001) than alternative policy rejecters to report all suspected cases throughout
their professional career.
DISCUSSION
Attitudes towards existing policy and reporting behavior
The results reveal that a mandated reporter’s attitude towards child
maltreatment reporting policy is significantly associated with reporting behavior.
After controlling for important demographic variables, existing policy supporters
were 5.5 times more likely to report all of their suspected cases of child
maltreatment within the past year than existing policy rejecters. Interestingly,
those who neither supported nor rejected the existing policy were 5.2 times more
likely to report all of their suspected cases than existing policy rejecters. While
only 20% of the sample were existing policy rejecters, this constitutes a group
whose rejection of the existing policy is associated with a lesser likelihood of
reporting than those who are neutral or support the existing policy.
One weakness with this finding is that it is uncertain which aspects of the
existing policy are not favored by existing policy rejecters. The two sentences
which described this policy in the questionnaire emphasized different aspects of
the existing policy. The first is that a reporter is mandated to report all cases of
suspected maltreatment. Respondents who reject this as stated may prefer an
option, rather than be mandated to report all suspected cases of maltreatment.
They may not feel that it is necessary to report all cases they suspect, but only
those where there is a strong suspicion. Mandated reporters may be more likely
to report child maltreatment when they have more than a "clinical hunch’ or
"mere suspicion" that abuse has occurred (Kalichman & Brosig, 1992).
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Supporters of the existing policy may actually prefer having a legal
obligation to report. This would relieve them of the possibility that their patients
or clients may consider reporting to be a personal affront. Thus, an existing
policy supporter could inform the patient or client that he or she has no choice
but to report, since the law dictates a certain action given a particular set of
circumstances.
The second issue addressed by the existing policy pertains to the
relationship between the mandated reporter and CPS. Presently, CPS in
Connecticut is only obligated to send a pre-formed response letter to a mandated
reporter at the time of acceptance of the report and within ten working days of
the date when the investigation was completed (Conn Gen Stat 17a-101b). The
first letter informs the mandated reporter of whether or not the case was
accepted for investigation and if the case is accepted, the second letter discloses
the final status of the investigation to the mandated reporter, and any services
provided by the department. Existing policy rejecters in this study may be
responding to an unsatisfactory relationship with CPS with regard to the
notification policy. Existing policy rejecters may prefer a greater role and more
communication than presently takes place with CPS.
Attitudes towards alternative policy and reporting behavior
When presented with a policy different from the one that presently exists
in Connecticut, 57% of mandated reporters in this study indicated that they
46
supported it. These alternative policy supporters were 80% less likely than the
alternative policy rejecters to report all cases of suspected maltreatment
throughout their careers. A closer examination of the alternative policy is needed
to investigate the appeal to the supporters and repudiation by the rejecters with
respect to their reporting behavior.
The alternative policy presented has two major components. Primarily,
unlike the existing mandated reporting policy, the alternative policy mandates
reporting for only certain distinct categories of maltreatment. By requiting that
the only reportable forms of maltreatment include sexual abuse, serious physical
abuse, and maltreatment which places a child in imminent danger, there is an
attempt to streamline the reporting criteria to include only those types of abuse
which are serious and present a more immediate threat to the well-being of the
child. An alternative policy supporter may want this added clarity and restriction
to the definition of reportable child maltreatment.
Another issue addressed by the alternative policy is the availability of a
nonpartisan critical intervention specialist to assist with a reporter’s decision-
making process about whether or not to report a suspected case of maltreatment.
This would provide the reporter with more autonomy and greater control over
the reporting process. Alternative policy supporters may welcome the
opportunity to discuss a suspected case with a trained and competent critical
intervention specialist when they do not have a high degree of certainty that
abuse has actually occurred (Zellman & Antler, 1990). Thus, those cases which
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would formerly go unreported would now be systematically reviewed with a third
party to determine their appropriateness for reporting.
Establishing the Critical Intervention Specialist outside of the jurisdiction
of CPS is an attempt to address the lack of confidence among reporters with
CPS. Forty-two percent of respondents in this study cited the ineffectiveness of
CPS intervention as an important reason why they may be reluctant to report a
suspected case of child maltreatment. The decision to report suspected abuse is
taken seriously by mandated reporters (Finkelhor & Zellman, 1990). By
subjecting a client or patient to a CPS investigation, mandated reporters are
aware of the personal trauma which results from this type of accusation. Since
nearly two-thirds of cases reported to CPS are not substantiated (Lung & Daro,
1996); and even when cases are substantiated, adequate services are not
necessarily provided to assist the child or family, mandated reporters may be
responding to a lack of confidence in CPS.when deciding not to report a
suspected case.
Alternative approaches to child maltreatment reporting policy
The hypothesis that existing policy supporters and alternative policy
rejecters would be more likely to report all cases of suspected child maltreatment
than existing policy rejecters and alternative policy supporters was supported.
The ultimate goal ofthe Child Protection System is to identify those children who
have been or are likely to be abused and intervene to prevent the occurrence of
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further abuse. Mandated reporters also have a similar agenda when they suspect
that a child in their professional care has been maltreated.
The major strength of the existing policy is that it provides a systematic
way for mandated reporters to approach their suspicions that a child has been
maltreated. This coincides with its major weakness, which is that it requires
mandated reporters to comply with this policy. Since 56% of reporters in this
study have not complied with the law, an approach is needed which will either 1)
increase compliance while maintaining the existing policy, or 2) change the policy
in such a way that the reasons for noncompliance are addressed.
This thesis considers the implications of changing mandated reporting
policy. When looking at the experiences of other countries, Connecticut may
have viable options which are addressed by this study. The Netherlands does not
mandate professionals to report their suspicions to a central Child Protection
Service (Van Ruller, 1981). Instead, they have established the Confidential
Doctor system which is somewhat similar to the alternative reporting model
presented to participants in this study. Rather than surrender responsibility for
investigating a case of suspected maltreatment to a central agency, the reporter
consults a Confidential Doctor who works with the reporter to develop a
treatment plan for the family and will consider legal involvement only as a last
resort (Christopherson, 1981). This system requires a greater level of
involvement and commitment from the reporter than Connecticut’s mandated
reporting policy. It is a level of involvement supported by 57% of participants in
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this study overall, and 77% of those who have not reported all cases of
maltreatment throughout their career.
Besides having a policy which aligns the actual behavior of mandated
reporters with the law, changing the existing policy has other advantages. It
would formalize what now exists as an informal first-level of screening which is
done by mandated reporters. Rather than making a unilateral decision about
reporting, reporters would now have recourse to a standardized critical
intervention specialist. This would decrease the likelihood that suspected cases
of maltreatment will go unreported. Adopting the alternative policy would likely
decrease the present CPS caseload, since first and second level screening will be
done before a case reaches their attention. This may increase the likelihood that
only the most serious cases will reach CPS, since other suspected cases would
have been formally screened by the reporter and critical intervention specialist.
A major concern regarding the alternative policy is that it does not
mandate all suspicions of maltreatment to be reported. Thus, a reporter would
not have a legal incentive to report those types of maltreatment which do not
place the child in immediate danger. This could result in the possibility that CPS
will not become aware of some victims of maltreatment and these cases may not
be investigated. This may be remedied through the availability of a Critical
Intervention Specialist to field concerns related to a wide range of issues ranging
from suitable disciplinary methods to developmentally appropriate expectations
of children. In this way, more attention may be given to those cases not presently
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reported in which the abuse is not considered serious enough, since reporters
would not be obligated to report the case.
The major limitation of this study is the uncertainty regarding which part
of the existing and alternative policies are actually supported by respondents.
The alternative policy was presented in such a way that some of the important
reasons for not reporting were addressed, however, respondents indicated their
level of support for the entire policy and not for independent parts. Further
research which explores these issues separately would be useful in deciding
appropriate policy change.
The mandated reporting of child maltreatment by certain groups of
professionals was designed as a response to an existing social and medical
problem. From a public health perspective, reporting is a form of secondary
prevention (i.e., screening and early intervention) which in some cases may lead
to tertiary prevention (i.e., rehabilitation). An emphasis on primary prevention,
however, may be the most effective way to approach the problem of child
maltreatment.
Unfortunately, this study does not directly address the issue of the
prevention of child maltreatment. The mandatory reporting laws were developed
as a method of intervention in terms of identifying cases where maltreatment has
already occurred. Through the use of a Critical Intervention Specialist, the
alternative policy presented in this study indirectly addresses the prevention of
child maltreatment. It encourages the use of a trained specialist to assist in
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suspected cases where certainty is more difficult to establish, and thereby may
bring attention to a case where the risk factors for maltreatment are present and
can be addressed before abuse actually occurs. Ultimately, however, primary
prevention must take place outside of the reporting model. Shifting the focus
from intervention to prevention affords the maximal opportunity for the reduction
ofthe incidence of child maltreatment.
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TABLE 1
Percentages of professionals not reporting
all suspected cases of child maltreatment
Study Number
(response
:irate)
Participants % not
reporting all
suspected cases
to CPS
James et al., 1976 96 (32%) Physicians 58%
Zellman et al., 1990 227 (59% *) Pediatricians 30%
Becket et al., 1978 53 7 (40%) Dentists 99%
McDowell et al. 1994 407 (41%) Dentists 52%
Swoboda et al., 1978 31 (37% *) Psychologists 87%
Zellman et al., 1990 172 (59% *) Psychologists 44%
Kalichman et al., 1993 226 (38%) Psychologists 32%
Swoboda et al. 1978 35 (37% *) Social Workers 50%
189 (59%*) Social Workers 51%Zellman et al. 1990
* Overall response rate for all professionals surveyed.
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TABLE 2
Reporting source for proportion of
confirmed cases of ABUSE in Connecticut
Reporting Category 1990
%
School Personnel 32
1991
%
1992 1993
% %
35 38
1994 1995
% %
36 38
Police 11 11 11 11 13 13
Social Worker 12 10 10 8 7 5
Physician 4 6 6 6 6 4
Other Professional 126 18 19 19 i22 127
. /
Nonprofessional 15 17 16 16 16 14
Reporting source for proportion of
confirmed cases of NEGLECT in Connecticut
Reporting Category 1990 1991 1992 1993 1994 1995
School Personnel 16 15 15 ..- .._i 20"
Police 20 21 {21 i17 {16 16
Social Worker
Physician i" "ii i"i ii"i
"""5[i;:’i;’:;ii’;i;’’i ""i’ ’"’i" i’" i"!’ i’"i’ i’"i’;
4 .;.
Nonprofessional i28 29 i31 127 !30 32
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TABLE 3
Response rates
# of
question-
naires
In- Question
eligible * -naires
not
sent returned
Question
-naires
returned
Response
Rate
1 st group
MSW-2 40 :.1 9 30 77%
Child & family
specialist
MSW- 165 23 23 119 84%
Total
MD- 125 11 33 81 71%
Total
MSW& MD ’290 i34 156 200 78%
TOTAL
* Excluded from the study due to retirement, nonpracticing, or relocation out of
state.
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TABLE 4
Demographic characteristics of
social workers and pediatricians
% Social % Pedia- % Total (n)
workers (n) tricians (n)
.4. .0. :. .5. ..( .8. 9. !..9.......(.2..9.91.
Gender:
Male 28 (33) 72.2 (57) 45.7 (90) ***
Female 72 (85) 27.8 (22) 54.3 (107)
Age: (mean) 47 years 48.7 years 47.7 years
Under 40 years old 17.9 (21) 19.8 (16) 18.7 (37)
40-49 years old 42.7 (50) 40.7 (33) 41.9 (83)
50 years or older 39.3 (46) 39.5 (32) 39.4 (78)
Years of experience: (mean) 14.6 years 22.3 years 17.6 years
0-9 years 34.7 (41) 9.2 (7) 24.7 (48) ***
10-19 years i38.1 (45) 30.3 (23) 35.1 (68)
20 or more years 27.1 (32) 60.5 (46) 40.2(78)
Patient/client age:
Majority under 18 years old 38.9 (42) 95.9 (70) 61.9 (112) ***
Majority 18 years old or older 61.1 (66) 4.1 (3) 3 8.1 (69)
Parental status:
Parents 75.2 (88) 92.3 (72) 82.1 (160) **
Not parents 24.8 (29) 7.7 (6) 17.9 (35)
Primary Setting:
Individual Practice 25.6 (30)
111(13)Group Practice
Hospital/hospital-based 12 (14)
SSA/School 51.3 (60)
27.2 (22)
53.1 (43/
19.8 (16)
0
26.2 (52) ***
28.3 (56)
15.2 (30)
30.3 (60)
"." 7Last time received formal training:
Never 10.2 (12)
During grad./med, school 9.3 (11)
After school, > 2 years ago 34.7 (41)
After school, < 2 years 45.8 (54)
Key to significance levels:
13.6(11) 11.6(23)
21 (17) 14.1 (28)
25.9 (21) 31.2 (62)
39.5 (32) 43.2 (86)
** p < .01; *** p < .001
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TABLE 5
Attitudes towards reporting policy
Attitude towards existing
reporting policy:
Strongly reject
Reject
Neither
Support
Strongly support
% Social % Pedia- % Total (n)
workers (n) tricians (n)
4.6 (5) 2.5 (2) 3.7 (7)
15.6 (7) 6.3 (5) 11.7 (22)
19.3 (21) 22.8 (18) 20.7 (39)
33.9 (37) 51.9 (411 41.5 (78)
26.6 (29) 16.5 (13) 22 3 (42)
Attitude towards alternative
reporting policy:
Strongly reject
Reject
Neither
Support
Strongly support
7.9 (9) 13 (10)
19.3 (22) i16.9 (13)
12.3 (14) 18.2 (14)
24.6 (28) 27.3 (21)
36 (41) 124.7. (19)
9.9 (19)
18.3 (35)
14.7 (28)
25.7 (49)
31.4 (60)
Attitudes towards CPS
% Social % Pedia- % Total (n)
workers (n) tricians (n)
Believe that CPS adequately
protects children:
Disagree
Neither
Agree
53.3 (56)
29.5 (31)
17.1 (18)
46.8 (36)
29.9 (23)
23.4 (18)
50.5 (92)
29.7 (54)
19.8 (36)
CPS intervention not effective is
an important reason not to
report a suspected case"
Yes
No
44 (51) 38 (30)
56 (65) 62 (49)
41 5 (81)
58 5 (114)
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TABLE 6
Analysis of variance of demographic characteristics and mean
level of support fr EXISTING reporting policy (range = 1-5)
Social Pediatrician Total
Worker mean (n) mean (n)
mean n
TOTAL 3.62 (109) 3.73 (79) 3.67 (188)
Gender:
Male 3.56 (32) 3.70 (57) 3.65 (89)
..F...e....m...a.!. .3..:..6...S....(.7...7.). ..4..:..0...0.....(.2...0.). ..3..:..7...2...L9...7.)
Age:
Under 40 years old 3.91 (21) 4.13 (15) 4.00 (36) *
40-49 years old 3.74 (46) 3.69 (32) 3.72 (78)
.S..9..x.a..L.o.r...o..!...e.. .3..:...2....(.4..). .3..:..S......(.3...2.). ..3..:..4...4.....(,.7...3.)..
Years of experience
0-9 years 3.82 (38) 4.14 (7) 3.87 (45)
10-19 years 3.34 (41) 3.82 (22) 3.51 (63)
..2..9.....o......m....o.r...y...e...a.r... i...3..:..7...7....(.3..9). .3..:...9.....(.4...S.). ..3......7...2....(..7...S.).
Patient/client age:
Majority under 18 years old 3.63 (40) 3.75 (68) 3.70 (108)
...M...a.j..o...n.’..ty.....1...8... y_...e...a..r..s.....o.!..d....9...r...p..!.d...e..r.. .3..=.6...4....(.6...1.) ,....3..:.9.9....(.3.). ..3..:.p.L.(p..4.)
Parental status"
Parents 3.49 (80) * 3.71 (70) 3.59 (150) *
...o..t...p...a....n..t.. .4..:.9.9.....(.2...). ..4..:.!..7....(.). ..4..:..0...3....(...3...4.).
Primary Setting"
Individual Practice 3.11 (28) * 3.64 (22)
Group Practice 3.77 (13) 3.74 (42) 3.75 (55)
Hospital/hospital-based 4.08 (13) 3.87 (15) 3.96 (28)
.S....S...S...h....o...o.! i...3..:..7...2....(.s...4..). i....-. 1....3......7...2.....(.s...4.).
Last time received formal training:
Never
During grad./med, school
After school, > 2 years ago
After school, < 2 years
Key to significance ievels:
3.80 (10)
3.46 (11)
3.37 (38)
3.82 (50)
3.40(10)
3.94 (17)
3.52(21)
3.87 (31)
p .06; * p <.05
3.60 (20)
3.75 (28)
3.42 (59)
3.84 (81)
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TABLE 7
Analysis of variance of demographic characteristics
and mean level of suppor fr ALTERNATIVE reporting policy
(range = 1-5)
Social Pediatrician Total
Worker mean (n) mean (n)
..m....a...n....(.n.)..
TOTAL 3.61 (114) 3.34 (77) 3.50 ( 191 )
Gender:
Male 3.81 (32) 3.22 (55) 3.44 (87)
..e....m...a.!. .3.:...4....(.8...2..). .3..:..8...0....(.2...0.). ..3..:..7....(..1...0...2...).
Age:
Under 40 years old 3.52 (21) 3.27 (15) 3.42 (36)
40-49 years old 3.72 (47) 3.56 (32) 3.66 (79)
.5...0...x.e...a..r.....o..r.....o.!..d....r. .3..:..6...0....(.4...5..) .3..:..1...3.....(.3...0.).. ..3..:..4...1..L.7...5.).
Years of experience
0-9 years 3.51 (39) 3.33 (6) 3.49 (45)
10-19 years 3.60 (43) 3.39 (23) 3.53 (66)
..2...0.....o...r.....m....o..r... y......a..r.... .3..=7..5....(.3...2.). .3..:..3...5.....(.4...3.).. ..3......5...2.....(7..5.).
Patient/client age:
Majority under 18 years old 3.40 (42) 3.27 (66) 3.32 (108) *
...aj..o..o.t.y.....1...8...r....a.....o.!..d.....o...r....o..!..d..r. .3..:..8...2.....(.6...2...). ..4..:..3...3.....(.3.).. .3..:..8...4.....(.6...5.).
Parental status:
Parents 3.69 (85) 3.28 (69) 3.51 (154)
...o..t...p..a...r...n..t.. .3..:..4...3....(.:...). i....4..:..1...7.....(.6.). ..3..:..5...5..L.3...4.).
Primary Setting:
Individual Practice 3.79 (29) 3.57 (21) 3.70 (50)
Group Practice 3.69 (13) 3.24 (41) 3.35 (54)
Hospital/hospital-based 3.31 (13) 3.27 (15) 3.29 (28)
.S....S....S....c...o...o.! .3..:..5...9.....(.5..). i....’. ..3..:..5...9...L5...8.).
Last time received formal training:
Never
During grad./med, school
After school, > 2 years ago
After school, _< 2 years
3.60(10) 3.36(11)
3.82 (11) 3.33 (15)
3.68 (40) 3.37 (19)
i3.53 (53) !3.31 (32)
p<.05Key to significance levels"
3.48(21)
3.54 (26)
3.58 (59)
3.45 (85)
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TABLE 8
Proportion of respondents who reported
all suspected cases of child maltreatment
Report all suspected cases during
career.
% Social % Pedia- % Total (n)
workers (n) tricians (n)
Yes
No
34.5 (30)
65.5 (57)
50 (34j
50 (34)
41.3 (64) *
58.7(91)
Report all suspected cases during
past year.
Yes 46.9 (30) 40.4 (21) 44 (51)
53 1 (34) 59.6 (31) 56 (65)No
Report all suspected cases of
physical abuse during past year.
Yes 81 (34) 78.1 (25) 79.7 (59)
No 19 (8) 21.9 (7) 20.3 (15)
Report all suspected cases of
sexual abuse during past year.
Yes
No
62.2 (23)
37.8(14)
80 (20)
20 (5)
69.4 (43)
30.6(19)
Report all suspected cases of
neglect during past year.
Yes
No
50 (22)
50 (22)
42.9 (12)
57.1 (16)
47.2 (34)
52.8 (38)
Report all suspected cases of
emotional abuse during past year.
Yes 32 5 (13) 16.7 (3) 27.6 (16)
No 67 5 (27) 83 3 (15) 72.4 (42)
Report all suspected cases of at
risk of abuse during past year.
Yes
No
47.5 (19)
52.5 2_
Key to significance levels:
20(5)
80
*p<.05
36.9 (21) *
63.14
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TABLE 9
Pearson correlation of level of support for EXISTING
reporting policy by proportion of suspected cases reported
Social Pedia- Total
workers tricians
Rn Rn.(..).
Report all suspected cases during
career.
Report all suspected cases during
past year.
.26 * .05 .19 *
(83) (66) (149)
.49 *** .09 .33 ***
(61) (51) (112)
Report all suspected cases of
physical abuse during past year. .27 .15 .22
(41) (31) (72)
Report all suspected cases of
sexual abuse during past year. .57 * * * -. 01 .43 * *
(35) (25) (60)
Report all suspected cases of
neglect during past year. .3 9 ** .03 .26 *
(42) (28) (70)
Report all suspected cases of
emotional abuse during past year. .29 -.21 15
(38) (18) (56)
2
Report all suspected cases of at
risk of abuse during past year. i..53 ** -. 15 .29 *
i(39) (25) (64)
Key to significance levels: .06; p<.05; p<.01; p<.001
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TABLE 10
Analysis of variance of mean level of support
for EXISTING reporting policy (range = 1-5)
Social
Worker
mean n
Report all suspected cases during
career.
3.87 (30)Yes
No 3.43 (53)
Pediatrician Total
3.70 (33) 3.78 (63)
3.61 (33) 3.50 (86)
Report all suspected cases during
past year.
Yes 4.14 (28) 3.85 (20) 4.02 (48)
No 3.42 (33) * 3 55 (31) 3.48 (64) **
Report all suspected cases of
physical abuse during past year.
Yes i3.97 (33) 3.71 (24) 3.86 (57)
No 3.25 (8) 3.43 (7) 3.33 (15)"
Report all suspected cases of
sexual abuse during past year.
Yes 4.10 (21) 3.90 (20) 4.00 (41)
No 3.00 (14) ** 3.80 (5) 3.21 (19) **
Report all suspected cases of
neglect during past year.
Yes 4.10 (21) 3.67 (12) 3.94 (33)
No 3.33 (21) * 3.69 (16) 3.49 (37)
Report all suspected cases of
emotional abuse during past year.
Yes i3.91 (11) 3.00 (3) ..3.71 (14)
No 13.33 (27) 3.67 (15) 3.45 (42)
risk ofabuse during past year.
3.96 (23)Yes 4.11 (18) 3.40 (5)
No i3.10 (21) * 3.75 (20) 3.41 (41)
Key to significance levels" ’ p .07; p .06 * p < .05; ** p < .01; *** p < .001
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TABLE 11
Chi-square analysis of level of support
for EXISTING reporting policy
% Existing % Neither % Existing
policy (n) policy
rejecters (n) supporters (n)
Report all suspected cases during
professional career
Yes 12.7 (8) 20.6 (13) 66.7 (42)
No 19.8 (17) 22.1 (19) 58.1 (50)
Report all suspected cases-past year
Yes 6.3 (3) 18.8 (9) 75 (36)
No 21.9 (14) 17.2 (11) 60.9 (39)
Report all suspected cases of
physical abuse-past year
Yes 8.8 (5) 19.3 (11) 71.9 (41) *
No 33.3 (5) 6.7 (1) 60 (9)
Report all suspected cases of sexual
abuse-past year
Yes 7.3 (3) 17.1 (7) 75.6 (31) *
No 36.8 (7) 10.5 (2) 52.6 (10)
Report all suspected cases of
neglect-past year
Yes 9.1 (3) 18.2 (6) 72 7 (24)
No 21.6 (8) 18.9 (6) 59.5 (22)
Report all suspected cases of
emotional abuse-past year
Yes 14.3 (2) 7.1 (1) i78.6 (11)
No 14.3 (6) 59.5 (25)26.2 (11)
Report all suspected cases of at risk
of abuse-past year
Yes 13 (3) 13 (3) 73.9 (17)
No 26.8 (11) 9.8 (4) 60.5 (26)
Key to significance levels" p= .07;* p < .05
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TABLE 12
Pearson correlation of level of support for ALTERNATIVE
reporting policy by proportion of suspected cases reported
Social Pedia- Total
workers tricians
E.(.n..) .E.(.n.)..
Report all suspected cases during
carl’.
Report all suspected cases during
past year.
-.35 *** -.14 -.28 ***
(83) (67) (152)
-.36 ** -.05 -.21 *
(63) (49) (112)
Report all suspected cases of
physical abuse during past year. -.24 .01 -. 15
(42) (32) (74)
Report all suspected cases of sexual
abuse during past year. -.52 ** -.30 -.45 ***
(36) (23) :(59)
Report all suspected cases of
neglect during past year. -.21 .16 -.05
(44) (28) (72)
Report all suspected cases of
emotional abuse during past year. -.39 * -. 14 -.28 *
(40) (17) (57)
Report all suspected cases of at risk
of abuse during past year. -. 52 ** -. 06 15
(36) (25) (65)
Key to significance levels: * p <.05; ** p <.01; *** p <.001
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TABLE 13
Analysis of variance of mean level of support
for ALTERNATIVE reporting policy (range = 1-5)
Social Pediatrician Total
Worker
mean n mean n.(...). .(..).
Report all suspected cases during
career.
Yes 3.00 (29) 3.09 (33) 3.05 (62)
No 4.20 (56) *** 3.53 (34) 3.95 (90) ***
Report all suspected cases during
past year.
Yes 3.41 (29) 3.30 (20) 3.37 (49)
No 3.97 (34) 3.28 (29) 3.65 (63)
Report all suspected cases of
physical abuse during past year.
Yes 3.59 (34) 3.40 (25) 3.51 (59)
No 4.63 (8)" 3.00 (7) 3.87 (15)
Report all suspected cases of
sexual abuse during past year.
Yes 3.09 (22) 3.26 (141 3.17 (41 )
No 4.50 (14) ** 4.50 (4) 4.50 (18) ***
Report all suspected cases of
neglect during past year.
Yes 3.41 (22) 3.58 (12) 3.47 (34)
No 3.82 (22) 3.25 (16/ 3.58 (38)
Report all suspected cases of
emotional abuse during past year.
3 13 (16)Yes 3.15 (13) 3.00 (3)
No 4.15 (27) * 3.57 (14) 3.95 (41) *
Report all suspected cases of at
risk of abuse during past year.
3 42 (24)Yes 3.42 (19) 3.40 (5)
No 4.14( 3.40 (20) 3.78 41_
Key to significance levels" p .06 * p < .05; ** p < .01; *** p < .001
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TABLE 14
Chi-square analysis of level of support
for ALTERNATIVE reporting policy
Report all suspected cases
during professional career
Yes
No
% Alternative % Neither (n) % Alternative
!policypolicy
.r..e.j..e..c..t...e..r...s...(.n.). su orters (nP..P. ).
40.3 (25) 13 (21) 38.7 (24) ***
17 8 (16) 5 6 (5) 76.7 (69)
Report all suspected cases-past
year
Yes 30.6 (15) 16.8 (8) 53.1 (26)
No 27 (17) 7.9 (5) 65.1 (41)
Report all suspected cases of
physical abuse-past year
Yes
No
Report all suspected cases of
sexual abuse-past year
Yes
No
30.5 (18) 8.5 (5) 61 (36)
20 (3) 13.3 (2) 66.7 (10)
36.6 (15) 12.2 (5) 51.2 (21) **
5.6(1) 0(0) 94.4(17)
Report all suspected cases of
neglect-past year
Yes 29.4 (10) 17.6 (6) 52.9 (18)
No 28.9 (1 l) 5.3 (2) 65.8 (25)
Report all suspected cases of
emotional abuse-past year
Yes 43 8 (7) 6.3 (1) 50 (8)
No 17.1 (7) 9.8 (4) 73.2 (30)
Report all suspected cases of at
risk of abuse-past year
Yes
No
Key to significance
33.3 (8) 4.2 (1) 62.5 (15)
24.4 (10) 7.3 (3) 68.3 (28)
evels: ** p < .01; *** p < .OO1
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TABLE 15
Unadjusted odds ratios
Report all cases Report all cases
during past year throughout career
L.0....R...(..9...5..../..o....c....I).
Professional Status:
Social Worker 1.00
Pediatrician
Age"
Under 40 years old
40-49 years old
50 years or older
0.77 (0.37,1.61)
1.00
0.58 (0., 1.5)
0.95 (0.36,2.55)
Primary Setting:
Individual Practice
Group Practice
Hospital or hospital-based clinic
Social Service Agency or school
1.00
0.89 (0.31,2.52)
1.52 (0.46, 4.98)
1.10 (0.40,3.92)
Reject
Neither support nor reject
Support
1.00
1.90(0.99,3.63)*
1.00
1.14 (0.48,2.73)
0.82 (0.34, 1.97)
1.00
2.25 (0.97,5.20)
0.69 (0.24,2.04)
0.88 (0.35,2.18)
Key to significance levels: * p < .05; *** p < .001
Existing reporting policy:
Reject 1.00 1.00
Neither support nor reject 3.82 (0.83,17.57) 1.45 (0.49,4.35)
Support 4.31 (1.14,16.23) * 1.78 (0.70,4.55)
Alternative reporting policy:
l.00 1.00
1.81 (0.49,6.76) 1.66(0.50,5.57)
0.72 (0.31 1 68) 0.22 (0.10,0.49) ***
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TABLE 16
Logistic regression analysis model:
Adjusted odds ratios for EXISTING reporting policy
Report all cases Report all cases
during past year throughout career
..O.....15.....(.9...5..../.......c...I.).
Professional Status
Social Worker 1.00 1.00
Pediatrician 0.60 (0.22,1.67) 1.33 (0.58,3.11)
Age:
Under 40 years old 1.00 1.00
40-49 years old 0.71 (0.23,2.15) 0.68 (0.24,1.87)
50 years or older 1.62 (0.50,5.23) 0.54 (0.19,1.55)
Primary Setting"
Individual Practice 1.00 1.00
Group Practice 0.93 (0.30,2.89) 1.72 (0.69,4.31)
Hospital or hospital-based clinic 1.42 (0.36,5.55) 0.38 (0.10,1.37)
Social Service Agency or school 1.08 (0.31,3.79) 0.78 (0.27,2.21)
Present reporting policy:
Reject 1.00
Neither support nor reject 5.16 (1.02,26.10) *
Support 5.50 (1.37,22.11) *
1.00
1.40 (0.44,4.42)
1.64 (0.61,4.40)
Key to significance levels: * p < .05
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TABLE 17
Logistic regression analysis model:
Adjusted odds ratios for ALTERNATIVE reporting policy
Report all cases Report all cases
during past year throughout career
9.....R.....(.9...5..../..o.....C...I)..
Professional Status"
Social Worker 1.00 1.00
Pediatrician 0.64 (0.23,1.78) 1.07 (0.43,2.68)
Age:
Under 40 years old 1.00 1.00
40-49 years old 0.68 (0.23,1.99) 1.05 (0.36,3.02)
50 years or older 1.19 (0.40,3.58) 0.49 (0.16,1.47)
Primary Setting:
Individual Practice 1.00 1.00
1 13 (0.35 3 62) 1 38 (0 50,3 78)Group Practice
Hospital or hospital-based clinic 1.32 (0.34, 5.17) 0.46 (0.12,1 .72)
Social Service Agency or school 1.00 (0.29,3.46) 0.66 (0.21,2.05)
Alternative reporting policy:
Reject
Neither support nor reject
Support
1.00
1 83 (0.48,7.01)
0.72 (0.30,1.75)
1.00
2.16 (0.55,8.45)
0.20 (0.09,0.47) ***
Key to significance levels: *** p < .001
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